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The Ministry of Health in Kenya, supported by UNFPA, undertook a study based in four districts to better understand the underlying sociocultural factors, health seeking behaviors and availability and utilization of essential obstetric services. In this study, it was found that the combination of rugged landscape, long distances to health facilities, and societal preferences for delivery with a traditional birth attendant contributed to delays in accessing necessary obstetric care. Prevention of OF was further hindered by low utilization of the partograph to monitor labor and human resource limitations including nursing shortages and inadequate supportive supervision [12] . In Burkina Faso, few community members understood that fistula was a medical condition. Many believed that fistula was the result of fate or divine punishment inflicted for bad behavior (infidelity, disrespect of elders) or a curse by an offended party [13] . Results of a needs assessment conducted by Engender-Health organization in sub-Saharan Africa countries revealed that poverty, lack of skilled attendance at birth, Lack of emergency obstetric care, Lack of transportation, a shortage of trained providers for fistula repair, limited awareness about repair possibilities, poor integration of services, and marginalization of women with fistula are some of the contributing factors to high-prevalence rates of obstetric fistula in the region [14] .
Impact of OF on women's life

Psychosocial impact
Obstetric fistula is having a great psychosocial impact on the lives of women in sub-Saharan Africa. In Zambia, a study on women with OF receiving care at Monze Hospital found that three-quarters of women with fistula were married, 15.1% divorced, 7.5% single, and 1.7% widowed. Of the 45 women who were no longer living with their husbands, 31(67%) stated that this was due to their fistula. 17 4.0% (153/239) of women received help in paying travel costs to Monze Hospital, suggesting that many came from impoverished backgrounds [4] .
In another study on incidence of depression in women with OF in Kenya, depression was present in 51 (72.9%) patients, with 18(25.7%) meeting criteria for severe depression. Depression was significantly associated with women older than 20 years of age (P = 0.01), unemployment (p = 0.03), lack of social support following fistula (p = 0.04), and living with fistula for over 3 months (p = 0.01) [15] . In Guinea Women who develop OF often suffer stigma, abandonment, loss of self-esteem, and varying degrees of social isolation. They are considered perpetually unclean as sometimes they are even excluded from food preparation, social events, and prayer ceremonies [16] .
In a study conducted in Nigeria about 33% of women with fistulas were psychologically depressed, and an additional 51% were bitter about life [17] . Another study in Nigeria, reported that immediately after the fistula occurred, 14% of new patients were divorced by their husbands and only 42% continued to live with their husbands and if the condition persisted, 28% of the women were divorced and only 11% were allowed to stay [18] . In Nigeria, married women with OF are returned to their parents' home where they are not allowed to cook food, participate in social events, or to perform religious rituals [17] . In Niger, among women affected with OF, 63% were divorced [19] . According to reports in sub-Saharan Africa, more than 50% are divorced by their husbands. Other consequences include severe social stigmatization and loss of support from families and communities. Women with fistula often travel long distances to reach repair services and many live with the condition for several years [4] .
Reproductive health impact
It is estimated that between 25% and 55% of women remain incontinent after successful fistula closure, but there are no data on the rates of women in whom normal sexual function returns or who bear children. It is believed, however, that many have painful intercourse or are not able to have intercourse because of scarred vaginas [4] . In either situation, complaints of coital difficulties emerge after the mandatory 3-month postoperative period of abstinence. A study in Nigeria found that women with unrepaired OF have a spontaneous abortion rate of nearly 50%, whereas the rate in those with a repaired OF drops to 6% [20] . A study in Kenya found that almost 60% of women with repaired OF report miscarriage [21] . Women with OF are often primiparous, babies usually stillborn, and secondary infertility common, the childlessness is so devastating in a culture where a woman's status is largely determined by her reproductive functioning [4] .
Treatment of OF
Successful surgical treatment is possible. Reconstructive surgery can mend this injury, but women are either unaware that treatment is available or cannot access or afford it. If the fistula is successfully closed and the comorbidities are treated, women can resume full and productive lives, become pregnant, and deliver healthy newborns. The reported rates of successful closure are between 70% and 90% for simple OF and between 30% and 60% for complex or complicated OF [2] . A study in Zambia of 259 women managed of OF at Monze Mission Hospital found that 72.9% of repairs were successful, 17.3% resulted in residual stress incontinence and 9.8% failed. Failure was significantly associated with previous repair [4] . In Liberia, first time repairs had a higher continence rate compared with women with previous repairs, 78% and 54% respectively (p = 0.15). In other African countries, surgical success is reported to be between 72% and 92%, with greater success for first time repairs and in those with minimal scarring at the time of repair [22] . Although fistula repair has been performed in several countries, there are few hospitals, such as the Hamlin Addis Ababa Fistula Hospital in Ethiopia, that are dedicated only to fistula repair. Similar sites in Ethiopia, Kenya, Malawi, Mali, Mozambique, Niger, and Nigeria are reported to have inadequate training and limited supplies, resulting in restricted availability of treatment [23] .
Findings of facility and community needs assessment conducted by UNFPA in 24 sub-Saharan countries revealed that in Kenya, there is an estimated 3000 new fistula cases each year, with only 7.5% currently treated. In Burkina Faso, women were reported to wait as long as 60 months for treatment, and records revealed that some of those who reached the facilities never received treatment. Human resources and basic infrastructure at facilities were found to be generally inadequate. In 7 of the 20 countries, 5 or fewer physicians were performing fistula repairs. In Mozambique, only three physicians were known to have the necessary skills and actually provide fistula repairs and in Burkina Faso, permanent fistula repair surgeons were not available. Very few training opportunities were available other than informal on-the-job guidance. The incentives for surgeons to train in fistula repairs remained low because of the potentially high failure rate of repair, low salary, stigma associated with the condition, and lack of opportunities for training and work.
Tanzania and Nigeria lacked special equipment for fistula repair [24] .
Public health interventions to mitigate the impact of obstetric fistula
Prevention is the key to decreasing the incidence of OFs. Community-level prevention measures and social support mechanisms can help reduce the burden of disease in sub-Saharan Africa. Few public health interventions have been employed in sub-Saharan region to mitigate the impact of OF. Public health Arts and Social Sciences Journal, Vol. 2012: ASSJ-41 campaigns are being done in some countries and are having tremendous effects for instance in Niger, 62 women came together 11 months following public campaigns, with 82% of them diagnosed as suffering from OF and likewise more than half of these patients (66%) had a history of previous attempts for repair [25] .
Reaching communities with messages about fistula prevention and treatment has been done through radio announcements, village theatre, print media, and community education messages relayed in markets, schools, and community gatherings [23] . In some locations, women who had fistulas repaired now serve as ambassadors to their communities, sharing information and organizing resources for women who are pregnant or who, too, need a repair. Because of the extreme social isolation (and, often, ostracism) experienced by women with OFs, these ambassadors may be the most important persons in their lives as they speak with them, dismantle their shame, and facilitate their social reintegration once the fistula is closed [26] .
Two community organizations in Mali have experience in supporting women living with fistula. Delta Survie has been providing skills training in textile production, with the aim of improving the socioeconomic situation of women with fistula. Another organization, Lamaneh Suisse, has been involved in identifying and assisting women with fistula to access treatment services and following-up after treatment to prevent recurrence in the next pregnancy. In Niger, the organization Dimol has established a center to train women who had OF surgical closure in income-generating skills, and accompanies women to their communities to conduct health education sessions and counsel their families. Similar skills training initiatives are also underway in Chad. In addition, an organization, Engender-Health is in the process of developing a curriculum to train a range of providers in the provision of counseling for women with fistulas. In Niger, the network for fistula eradication was established. The network focuses on synchronizing interventions, monitoring implementation of the national strategy, advocacy and resource mobilization for OF and emergency obstetric care. While still at an early stage, the network has already begun to reduce taboos surrounding fistulas [13] . In Eritrea counseling has been seen to have a positive effect in improving knowledge and self-esteem of women with OF. Data from the questionnaires and focus groups revealed significant improvements in women's knowledge about fistula, self-esteem, and behavioral intentions following counseling. To evaluate the impact of the counseling program, clients were interviewed both before preoperative counseling and again after postoperative counseling.
